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The psychological effects of widespread emergencies and a ﬁrst responder training course on a violent,Training;
Emergency care system
aimed to catalogue how community members in one area felt about emergencies and emergency
personnel, and how they would psychologically respond to ﬁrst responder training, a possible inter-
vention to relieve community stress.
Methods: The Emergency First Aid Responder training course was taught to community members
in the Cape Flats region of Cape Town, South Africa. We administered before and after surveys
that asked questions about emergencies, emergency personnel, likeliness to help in an emergency
(initiative), conﬁdence in helping skills, and in feelings about the training course.
Findings: The community members felt very negative about emergencies in their area, and most
residents feel that emergency personnel are not doing their job adequately. Lack of ability to help
is the most prevalent and largest barrier to help during an emergency, and the course was the most
effective at addressing this barrier.
Conclusion: Violence and emergencies are having a deep, negative impact on the psychology of the
Cape Flats’ community members. First responder training is one intervention that can provide
stress relief to the community, increase the likeliness community members will help each other dur-
ing an emergency, and increase their conﬁdence while helping. This was true even for those who
were not trained voluntarily, and the more a trainee learned in the course the more likely they
improved in initiative and conﬁdence.
ª 2011 African Federation for Emergency Medicine. Production and hosting by Elsevier B.V. All rights
reserved.Abstract Contexte: La plupart des de´ce`s lie´s a` des traumatismes dans le monde se produisent
dans des pays en voie de de´veloppement dans le contexte pre´hospitalier, les taux de mortalite´ lie´s
au traumatisme e´tant plus de deux fois supe´rieurs a` ceux des nations de´veloppe´es, la situation
devant s’aggraver encore davantage. Cependant, tre`s peu de choses sont rapporte´es quant a` la fac¸on
dont les membres des communaute´s vivent la violence et les urgences dans de tels contextes. Nous
avons cherche´ a` cataloguer la fac¸on dont les membres d’une communaute´ d’une re´gion vivent les
urgences et le personnel d’urgence, et la fac¸on dont ils re´pondraient psychologiquement a` une for-
mation pour les premiers intervenants, constituant une intervention possible pour alle´ger le stress de
la communaute´.
Me´thodes: Le programme de formation des premiers intervenants d’urgence a e´te´ enseigne´ aux
membres d’une communaute´ dans la zone des Cape Flats du Cap, en Afrique du Sud. Nous avons
organise´ des sondages de type avant/apre`s qui s’inte´ressaient aux urgences, au personnel d’urgence,
a` la probabilite´ d’aider dans une situation d’urgence (initiative), a` la conﬁance en les compe´tences
d’aide et aux sentiments sur le programme de formation.
Re´sultats: Les membres de la communaute´ e´taient tre`s ne´gatifs quant aux urgences dans leur zone,
et la plupart des re´sidents estimaient que le personnel d’urgence ne faisait pas son travail correcte-
ment. Le manque de capacite´ a` aider constitue la barrie`re la plus courante et la plus importante a`
l’apport d’une aide lors d’une urgence, et le cours s’ave´rait des plus efﬁcaces pour surmonter cette
barrie`re.
Conclusion: La violence et les urgences ont un impact profond et ne´gatif sur la psychologie des
membres des communaute´s des Cape Flats. La formation des premiers intervenants est une inter-
vention pouvant alle´ger le stress de la communaute´, augmenter la probabilite´ que les membres de la
communaute´ s’entraident lors d’une urgence, et renforcer leur conﬁance lorsqu’ils apportent de
l’aide. Cela s’est ve´riﬁe´ meˆme pour ceux qui n’avaient pas e´te´ volontairement forme´s, et plus un
stagiaire apprenait pendant le cours, plus il e´tait probable qu’il gagne en prise d’initiatives et en con-
ﬁance.
ª 2011 African Federation for Emergency Medicine. Production and hosting by Elsevier B.V. All rights
reserved.What’s new:
 Violence deeply distresses community members in
South Africa.
 The community has a generally poor opinion of
emergency personnel. Lack of ability is the largest barrier to helping during an
emergency.
 Emergency training increases community members’
initiative and conﬁdence.
 Improvements can be seen even in those trained
involuntarily.
168 J.H. Sun, L.A. WallisAfrican relevance:
 Developing African cities will experience increased
violence.
 The perspective of African community members is
important but often ignored.
 Community member buy-in will be essential for devel-
oping emergency care in Africa.
 Emergency ﬁrst aid training is a cheap intervention.
 The training used was tested and validated in South
Africa.
Introduction
As many as 90% of all trauma-related deaths already occur in
developing countries, with the majority of these deaths occur-
ring in the pre-hospital setting.1 Numerous studies have even
reported trauma mortality rates in poorer nations to be as high
as 40–50%,2–5 which is over double than what is reported in
cities of developed nations.6 In addition, trauma is already
the second leading cause of death among ﬁfteen to forty-four
year olds in middle to low income countries, being only sur-
passed by HIV/AIDS.1 For children between the ages of ﬁve
and ﬁfteen years in these same countries, trauma is the third
leading cause of death.1 These statistics are also projected to
get even worse as low-income nations develop and urban-
ize.7–13
However, amidst all of these objective descriptions of the
growing violence and trauma in the developing world, very lit-
tle is reported on how the community members of these impov-
erished, urbanizing regions feel about the situation themselves.
In 2002, Nantulya and Reich suggested that many populations
of developing regions may perceive increased morbidity and
mortality due to trauma as inevitable and natural to city life,
and thus have little ambition to address it.11 In another study,
researchers found that community members avoided areas of
their community due to fear.14,15 To our knowledge, there
has not been a more comprehensive assessment of how com-
munity members feel about the violence and the context of
emergency incidents around them. In addition, previous stud-
ies have documented anecdotal evidence that emergency care
ﬁrst responder training provided a boost in conﬁdence for
those trained.4,16–18 We are not aware of any studies detailing
the effects of such training in depth.
We therefore undertook a study to assess how one city’s
impoverished residents feel about their ongoing development
and concurrent violence, and to explore the psychological ef-
fect of a ﬁrst responder course on community members.
Methods
EFAR course
A single instructor trained over 600 community members in
the Emergency First Aid Responder (EFAR) curriculum
which included scene management, unconsciousness, trauma,
and medical emergencies along with a pre and post-course
exam to track competency. The training was conducted in
the Cape Flats, an impoverished, developing area of Cape
Town, South Africa, that is known for high rates of crime,
accidents and violence. The area is an example of theincreasing development, urbanization, population growth
and trauma rates that many major cities in developing coun-
tries are experiencing.
Training sessions were advertised and open to any commu-
nity member that wanted to attend. We also had training ses-
sions at the request of schools, organizations and community
centres, some of which allowed their members to take our
training voluntarily whereas others required all their members
to do so.
Before and after the course, all trainees completed anony-
mous surveys, with pre and post-training surveys tagged to
each other with a unique number so that before and after re-
sponses could be tracked together. A smaller sample of surveys
was done non-anonymously to see whether individuals’ ano-
nymity affected their responses, and so that we could correlate
their responses to their exam scores.Qualitative analysis
On the pre-training survey, participants were asked open
ended questions on how they felt about violence and emergen-
cies in their community, about emergency personnel, and
about what should be done to improve the situation. Partici-
pants were also asked what factors would prevent them from
helping a critical patient. After training, participants were sur-
veyed with open ended questions on how they felt about the
course.
The open ended survey answers were independently coded
by two researchers, after which the coding schemes were com-
pared to generate a ﬁnal coding scheme. Two researchers then
independently re-coded all answers according to the ﬁnal cod-
ing scheme (with each answer being assigned all codes that
applied), and then compared their codings to check for consis-
tency. The main purpose was to identify the full range of opin-
ions among the participants.Quantitative analysis
On both the pre and post-training surveys, participants were
asked to rate on a scale of 1 to 10 (A) How likely they would
try to treat a patient with a moderate emergency (initiative
during a moderate emergency) (1 = Not at all, 5 =Maybe,
10 = Deﬁnitely yes), (B) How likely they would try to treat
a patient with a severe emergency (initiative during a severe
emergency) (1 = Not at all, 5 =Maybe, 10 = Deﬁnitely
yes), and (C) How conﬁdent they would be in helping a patient
of any severity once involved (1 = Not at all/I’ll harm them
more, 5 = Unsure/I’ll have no effect, 10 = Very/No chance
of dying). Before the course, participants were also asked if
they had any prior medical training, and after the course they
were asked how much they were interested in receiving further
medical training (None, A little, or A lot).
Averages of the initiative and conﬁdence ratings were com-
pared to each other using the Statistical Analysis Software
(SAS) to perform simple t-tests and logistical regression anal-
ysis both with a 95% conﬁdence interval. For the logistical
regression, the calculations used the odds of a trainee improv-
ing their ratings versus no improvement or a decrease in rat-
ings, and survey ratings that reported a maximum 10 for
both before and after the training were excluded as there was
no room for improvement.
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Community perspective of emergencies
Emotionally, the community members feel strongly negative
about the state of emergencies in their community (see Table 1).
Out of 681 responses, only a very small minority reported not
being emotionally affected at all (n= 25), and out of those
individuals the majority reported that they are actually desen-
sitized and now accept crime violence and emergencies as a
normal, everyday part of life (n= 16 out of 25). No-one re-
ported a positive emotion.
157 responses provided information about how the commu-
nity members feel about their level of empowerment (see Table
1). Most individuals feel charged to take action, and that
somebody should be able to do something to alleviate emer-
gencies (n= 106). There is a signiﬁcant number who also feel
helpless (n= 92), but many of those that feel helpless reported
that the reason they feel that way is because they don’t know
what to do during an emergency (n= 41).
When asked which emergencies they see most frequently,
the most common answers were violence and trauma, particu-
larly assaults, trafﬁc incidents, gangsterism, gunshots, and
stabbings (see Table 2). Some medical emergencies were men-
tioned as well, particularly heart attacks and stroke.Community perspective of emergency personnel
Out of 498 responses, there was an even split between those who
described the ambulance service as doing a good job (n= 145)
and those who described them as doing a poor job (n= 154)
(seeTable 3).However, therewas a veryprevalent sentiment that
the ambulances take too long to arrive on scene (n= 213), even
among thosewho described the ambulances as doing a good job.
A number of individuals attributed the ambulances’ slow re-
sponse to being understaffed or overwhelmed; some individuals
were forgiving and said that the ambulances were trying their
best with the limited resources they have.
Out of 466 responses, community members mostly de-
scribed the police as not helpful for emergency patients
(n= 171) (see Table 3). Some also said that the police were
detrimental for dying patients (n= 61). Unlike the ambu-
lances, community members blamed police ofﬁcers more for
their performance on-scene rather than for their slow response.
Community members particularly identiﬁed police ofﬁcers as
not knowing what to do and as caring more about arresting
criminals than about helping a dying person. In addition, the
community members were not forgiving of the police; whereas
for the ambulances many people acknowledged that the ambu-
lances were understaffed, overwhelmed, and trying their best,
very few people said the same for the police (n= 19). How-
ever, not all individuals viewed the police negatively. There
was a signiﬁcant number of community members that de-
scribed the police as helpful for emergency patients
(n= 104), particularly when the police controlled the scene
or paid any kind of attention to the patient.Barriers preventing an individual from helping an emergency
patient
When we asked community members what would stop them
from helping an emergency patient in need, out of 676 re-
sponses the most common answer was not knowing what to
do (n= 178) (see Table 2). This was afﬁrmed by a second
highly common answer which was a fear of hurting the patient
more (n= 68). Other common answers involved concerns of
personal safety, such as a violent scene or risk of HIV infec-
tion. Though, the second most common answer was that noth-
ing would stop the individual from helping a person in need,
and that they would always try to help (n= 120).
Suggestions on how to relieve the community of preventable
death and violence
Out of 661 responses, the most common suggestion to alleviate
death and violence in the community was to give emergency
training to the community and to local police ofﬁcers
(n= 189) (see Table 2). Other common responses included
increasing community cohesiveness and involvement
(n= 145), enhancing security (n= 122), and implementing
awareness campaigns (n= 100). Very few people suggested
improving the standard of living of the area (n= 7), or remov-
ing weapons (n= 4).
Improvements in initiative and conﬁdence due to EFAR training
The average pre-course ratings in initiative and conﬁdence
started off already fairly high, and showed signiﬁcant additional
increases after training for all three measurements (p< .0001).
Additionally, initiative ratings for moderate emergencies were
signiﬁcantly higher than for severe emergencies both before
and after training (p< .0001 before, p= 0.002 after), meaning
that even after training the trainees were more willing to get in-
volved with a moderate emergency than a severe one.
The t-test and logisitical regression analysis revealed that
anonymity on the survey had no effect on ratings (see Table 4).
In contrast, individuals who were required to take the training
started off with signiﬁcantly higher ratings than voluntary
trainees in all three measurements before training, but were
more likely than voluntary trainees to increase their ratings
in initiative during moderate emergencies (p= 0.0143) and
in conﬁdence (p= 0.0426), and were only slightly insigniﬁcant
in being more likely to increase in initiative during severe emer-
gencies (p= 0.0638). In addition, the logistical regression also
showed that a greater improvement between the pre and post-
course exams correlated with a higher chance in improving ini-
tiative during moderate emergencies (p< .0001) and severe
emergencies (p= 0.0474). However, greater improvements in
exam scores had no effect on conﬁdence improvement
(p= 0.8564).
Additionally, when we correlated the reported barriers to
helping with initiative and conﬁdence ratings, likeliness to help
in a moderate emergency and conﬁdence while helping were
lowest before the course among those who reported a lack of
ability as a barrier (see Table 4). They were also the most likely
to improve in initiative during both moderate and severe emer-
gencies (p< .0001and p= 0.0235, respectively) and in conﬁ-
dence (p< .0001), and after the course their ratings were
similar to others.
Table 1 Sentiments and levels of empowerment felt by community members about violence and emergencies in their area. Responses
were given all codes that applied.
Emotional eﬀects of community emergencies (681 responses) and examples
Introverted negative feelings
Sad (n= 109) I feel very depressed because innocent people are getting hurt and killed everyday.
Overwhelmed by prevalence
(n= 98)
It happens everyday. I feel that there is no end. We as the people in the community
can do nothing to prevent it, not even the police.
Ashamed (n= 19) I feel really ashamed because when people from other communities see the violence
happening in my place they will think that all the people here are like that.
Discouraged (n= 2) These situations causes problems in the community, it feels like being optimistic is
hard in my community.
Extroverted negative feelings
Angry (n= 103) I feel so angry about violence in our community because you can’t even go to the
shop without getting hurt if your not careful. I feel unsafe in my community.
Scared, unsafe (n= 97) I don’t feel safe in my own home. I’m afraid for the children in the community who
think things must be this way. You’re supposed to feel safe in your own community.
Nervous, anxious (n= 22) It is something that worries me especially because you never know when the police
or ambulance will arrive.
Disrupted
Destroying community
(n= 33)
It’s something that tears apart families and friends. It destroys our community.
Uncomfortable, disturbed
(n= 23)
I ﬁnd violence very disturbing I would like for it to stop as it is heartbreaking and
unnecessary
Painful, sick (n= 21) Very painful because the violence and accidents are destroying peoples’ lives.
Other feeling
Deep concern for others
(n= 153)
I feel so bad when I see someone is stabbed and waiting for ambulance and keep
bleeding, the people just watch and they don’t know what to do.
Un-speciﬁc negative feeling
(n= 91)
I feel terrible, especially when you stand there useless and watch how it happens.
Longing for better future
(n= 11)
I feel that there is more that we can do to save the patient. We should be able to
know the basics.
Minimal feeling
De-sensitized (n= 16) There is a lot of violence in my community so to me violence is an everyday thing. I
don’t get surprised by it. . .
Not impacted (n= 9) I don’t hear much of the violence.
Sense of empowerment (196 responses) and examples
Want to or would take
action (n= 106)
Manenberg is full of violence so it’s up to us as the community to learn more about
saving lives instead of destroying them.
Helpless (general) (n= 51) Just heard about a violent incident last night. Leaves one feeling helpless.
Helpless (because they lack
training) (n= 41)
I feel helpless, I don’t have the knowledge or skills to respond to emergencies.
PLEASE HELP!
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The response to the course was very positive. After the course,
77.1% of trainees reported a lot of interest in receiving further
medical training, 17.7% expressed a little interest, and only
5.2% expressed no interest. To put this into context, 79% of
trainees reported having no prior medical training, 8% re-
ported having prior ﬁrst aid training, and 13% reported having
only received prior medical training that wasn’t ﬁrst aid.
In the open ended survey questions, all respondents had an
overall positive view of the course. Many trainees found the
course empowering, inspirational, didactic, and fun. Nobody
had an overall negative view of the course, but some trainees
did report that the course was too short, or that they wanted
more practicals.
When trainees were asked how we could improve the pro-
ject, the most common answer was to train more ﬁrst respond-
ers. Other suggestions included making more advancedtraining available and to provide experience opportunities
for those trained. When we asked who we should target in
the community for training, the most popular response was
‘‘everyone’’, with the youth being the next most prevalent
answer.
Discussion
It is clear that the violence, emergencies, and suboptimal emer-
gency response in the Cape Flats have an active and ongoing
negative impact on the psychology of the residents. Expres-
sions by the community members were strongly negative. Most
individuals feel charged to do something, but are unclear
about what exactly to do, and many of those who feel helpless
say it is because they don’t know how to handle emergencies.
In addition, the community members’ sentiments towards
emergency personnel are not encouraging. Community mem-
bers blame both the ambulances and police for arriving too
Table 2 Context of emergencies in the area, as described by community members. Responses were given all codes that applied.
Medical emergencies/injuries seen most often (182 responses)
Trauma
Motor vehicle accidents (n= 80)
Stab wounds (n= 65)
Gunshot wounds (n= 47)
Fights, assaults (n= 39)
General trauma (n= 17)
Gang violence (n= 14)
Burns (n= 11)
Fractures (n= 5)
Stone throwing (n= 5)
Falls (n= 2)
Medical
Heart attack (n= 24)
Stroke (n= 15)
Seizures (n= 7)
Alcohol poisoning (n= 4)
Diabetes (n= 3)
Shortness of breath, asthma (n= 3)
Drug overdose (n= 2)
Poisoning (n= 1)
Other
Injured children, obstetrics (n= 11)
Unconsciousness (n= 5)
Choking (n= 4)
Rape (n= 3)
Suicide (n= 1)
Factors that stop an individual from helping (676 responses)
Lack of ability
Not knowing what to do (n= 178)
May harm patient more (n= 68)
Lack of equipment (n= 26)
Emotional restrictions
Aversion to blood and gore (n= 88)
Panic (n= 39)
Lack of conﬁdence (n= 8)
Fear of risks to self
Nearby violence (n= 78)
Fear of HIV or TB (n= 55)
Fear of blame if patient dies (n= 13)
Patient is a criminal (n= 9)
Patient could be malicious (n= 3)
Nothing
Nothing stops the helper (n= 120)
Patient’s outcome won’t be aﬀected
Someone already helping (n= 21)
Patient is doomed anyway (n= 18)
Help not allowed
Police/others restrict access (n= 17)
Patient will not trust help (n= 4)
Suggestions for alleviating death and violence (661 responses)
Improve emergency response
Train more people in emergency care
(n= 189)
Better emergency medical system (n= 44)
Cultural change
Increase community cohesiveness
(n= 145)
Safety awareness campaigns (n= 100)
Change attitude/values of community
(n= 42)
Increase religious activities (n= 8)
Emphasize personal responsibility (n= 7)
Improve security/enforcement
Better police presence/competence
(n= 122)
Address gangs & violent criminals
(n= 46)
Address drug/alcohol abuse (n= 31)
Stricter legislation and enforcement
(n= 26)
Eliminate weapons (n= 4)
Reduce idleness
Activities to keep the youth busy (n= 29)
Jobs for the unemployed (n= 13)
Economic development
Increase standard of living (n= 7)
Nothing
Nothing can be done (n= 6)
The psychological effects of widespread emergencies and a ﬁrst responder training course on a violent,late on scene, but the ambulances are more infamous for arriv-
ing even later than the police. The slow response time of the
ambulances is resented by the community, and though many
residents are somewhat forgiving of the ambulances’ inadequa-
cies it seems that their patience is growing thin.
As for the police, it seems that the root of much resentment
towards the police is due to a gap between what the police are
trained to do and what the community believes they should do
in an emergency. Individuals believe that police ofﬁcers are not
properly trained to deal with emergency patients in the absence
of an ambulance, and that the police only know how to secure
a perimeter around the patient and then search for criminals. If
this is true, then police ofﬁcers that do not go beyond their
trained duty ﬁnd themselves doing nothing while waiting for
delayed ambulances to come or for the patient to die, and this
could be what is giving the impression to community members
that police ofﬁcers do not care about patients’ lives, are hostile,
and care only about arresting someone. This is consistent with
how reverent community members were of police ofﬁcers that
did provide ﬁrst aid, transport, or any attention for patients.
Taken together, all of these sentiments suggest that the
community members are deeply troubled by the prevalence
of emergencies and that they lack general trust in the reliability
of government services to take full control. Because of this,
many of them believe that they must be prepared to do some-
thing for themselves––yet many feel helpless because they don’tknow what they can do. It is not surprising then that emer-
gency care training for community members was the most sug-
gested way to alleviate death and violence in the community,
or that those who reported a lack of ability to help had the
lowest pre-training initiative and conﬁdence ratings.
When we explored community emergency care training fur-
ther, we found that the ﬁrst responder EFAR training did im-
prove the likeliness that a community member would try to
help an emergency patient, as well as improve their conﬁdence
in their ability to help. In addition, the absolute improvements
and odds of improving in initiative and conﬁdence ratings were
indeed the highest among those who reported a lack of ability
as a barrier to help. We also found that the more a trainee
learned in the course, the more likely they were to improve
their likeliness to help during an emergency. This shows that
psychological improvements are attributable to more than just
a placebo effect, and that an actual gain of knowledge has an
impact on a community member’s sense of empowerment.
The course even has a psychological beneﬁt for those who
did not take the course voluntarily. Though those who were re-
quired to take the course had higher pre-training ratings, they
were more likely to improve their initiative during moderate
emergencies and their conﬁdence than were voluntary trainees,
and the greater odds that forced trainees would improve their
initiative during severe emergencies was only slightly insigniﬁ-
cant compared to voluntary trainees.
Table 3 Community members’ perspective of emergency personnel. Responses were given all codes that applied.
Perspective of ambulance performance (498 responses)
Positive
Good (n= 145)
Professional and skilled (n= 11)
Prompt, available (n= 6)
Average
Mediocre (n= 145)
Negative
Too slow, don’t arrive at all (n= 213)
Poor (n= 154)
Unprofessional, lazy (n= 16)
Sympathetic
Trying their best with limited resources (n= 24)
Overwhelmed, understaffed (n= 16)
Other
Good only when they arrive on time (n= 20)
Don’t know (n= 14)
Sometimes good, sometimes bad (n= 12)
Perspective of police performance (466 responses)
Positive
Helpful for patients (n= 104)
Call ambulances faster (n= 23)
Help with crowd control and scene management (n= 17)
Prompt, available (n= 15)
Help by providing ﬁrst aid or transport for patient (n= 14)
They do care about the patients (n= 10)
Help by investigating the crime (n= 7)
Help with scene safety (n= 7)
Sympathetic
Trying their best with limited resources (n= 12)
Overwhelmed, understaffed (n= 7)
Other
Sometimes good, sometimes bad (n= 29)
Don’t know (n= 15)
Negative
Not effective for patients (n= 171)
Too slow, don’t arrive at all (n= 68)
Don’t care about dying patients, only care about criminals
(n= 62)
Need medical knowledge/equipment (n= 62)
Detrimental for patients (n= 61)
Stand around and do nothing (n= 35)
Incompetent (n= 27)
Hostile, rude, trigger-happy (n= 25)
Cause delays, waste time while patient is dying (n= 18)
Presence adds stress (n= 18)
Corrupt (n= 10)
Restrict access to the patient while the patient dies (n= 3)
Table 4 Average community member ratings (1 lowest – 10 highest) of their likeliness to help a patient during an emergency and their
conﬁdence while doing so, and the log(odds) of an individual’s rating increasing after the course.
Initiative during moderate emergencies Initiative during severe emergencies Conﬁdence in ability to help
Before
course
mean
After
course
mean
Log(odds) of
improvement
Before
course
mean
After
course
mean
Log(odds) of
improvement
Before
course
mean
After
course
mean
Log(odds) of
improvement
Total (n= 361) 7.23 9.07 1.3766 6.54 8.72 1.2637 6.23 8.78 1.3444
Voluntary or not
Voluntary (n= 198) (ref) 6.62 8.94 1.0275 5.86 8.64 1.0313 5.60 8.62 1.0986
Forced (n= 163) *7.72 9.17 *1.8191 *7.10 8.79 1.5667 *6.76 8.92 *1.6740
Survey anonymity
Anonymous (n= 318) (ref) 7.18 9.02 1.3328 6.53 8.69 1.2307 6.26 8.75 1.3601
Not-Anonymous (n= 43) 7.58 9.42 1.6580 6.62 8.93 1.4271 6.05 9.03 1.1350
Exam score improvement +1% (ref) *+0.0726 *+0.0296 +0.00267
Reported barrier to helping
Nothing can stop (n= 56) (ref) 8.21 9.00 0.4924 6.75 8.71 1.0116 6.89 8.71 1.0703
Emotional restrictions (n= 49) 7.49 9.06 1.3545 7.08 8.67 0.9932 6.69 8.80 1.0033
Fear of risks to self (n= 68) *7.28 8.87 1.1221 6.79 8.41 0.7732 6.68 8.18 0.9045
Lack of ability (n= 150) *6.57 9.21 *2.8716 6.16 8.76 *1.6864 *5.03 8.67 *2.1517
* Statistically signiﬁcant from ref in category. For exam score improvement, the logistical regression analysis reveals the increase in the
log(odds) of improvement for every 1% increase in exam score improvement between the pre and post exams.
172 J.H. Sun, L.A. WallisThese improvements in initiative and conﬁdence ratings
among the trainees are conﬁrmed by their written reviews of
the course. Response to the EFAR training was highly
positive, with no overall negative impressions of the course.
Trainees found it empowering and enlightening, and many said
they wanted to learn more. Many trainees also believed that
the course should be a must for everyone in the community.
In the face of extreme anxiety over the state of emergencies
in the community, such sentiments would only be expressedby community members whose psychologies were positively
impacted by the course.
Limitations
The opinions expressed by the community members do not
necessarily reﬂect what is actually happening with emergencies
in the community, only how the community members who
took part in this study feel about them. In addition, any of
The psychological effects of widespread emergencies and a ﬁrst responder training course on a violent,the sentiments expressed by the community members in the
open-ended responses may have been under-expressed. Com-
munity members may have held back their true feelings but
we have no way of quantifying this effect.Conclusion
Violence and other emergencies in the Cape Flats are having a
profoundly negative impact on the psychology of the commu-
nity members. The community has a generally poor opinion of
emergency personnel: ambulances are perceived as slow, and
the police are perceived as untrained and uncaring. From the
possible interventions suggested by residents, emergency care
training for the community was the most prevalent, and a lack
of ability is the most prevalent and deep barrier to helping dur-
ing an emergency.
EFAR training, a type of emergency care training, im-
proves community members’ conﬁdence and likeliness to help
during emergencies, especially if they actually learn more. The
beneﬁt can even be seen in those that did not take the course
voluntarily. In addition, community members responded well
to the course, and they described it as empowering, inspira-
tional, and making them want to learn more.Competing interests
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